Purpose of the Study: Adult day centers (ADCs) offer a heterogeneous group of services that provide for the daily living, care, nutritional, and social needs of older adults. We sought to conceptually map and identify key gaps and findings from literature focused on ADCs, including the types of programs that exist and their associated outcomes on improving health and strengthening health systems. Design and Methods: We conducted a scoping review by searching 5 databases for studies evaluating the outcomes of ADCs specifically for community-dwelling older adults. Included studies were conceptually mapped according to the methods used, type of outcome(s) assessed, study population, disease focus, service focus, and health system considerations. The mapping was used to derive descriptive analyses to profile the available literature in the area. Results: ADC use has positive health-related, social, psychological, and behavioral outcomes for care recipients and caregivers. There is a substantial amount of literature available on some ADC use outcomes, such as health-related, satisfactionrelated and psychological and behavioral outcomes, while less research exists on issues of accessibility and cost-effectiveness. Implications: As the population ages, policymakers must carefully consider how ADCs can best serve each user and their caregivers with their unique circumstances. ADCs have the potential to help shape health system interventions, especially those targeting caregivers and people requiring long-term care support. Due to the variation among types of ADC programs, future research on ADCs should consider different characteristics of ADC programs to better contextualize their results.
the population and account for 34% of personal health expenditure, with Medicare spending accounting for 20% of the total National Health Expenditure (Centers for Medicare and Medicaid Services, 2014) . In the Czech Republic, North Korea, and the Netherlands, the elderly above age 65, on average, consume approximately 60% of the current health spending (OECD, 2015) .
The use and demand for long-term care (LTC) may be increasing and the average proportion spent of gross domestic product spent on LTC is expected to increase (Anderson, 2013 , Ausserhofer, 2016 . However, given the choice, many older adults prefer to stay at home to "age in place" rather than be admitted to a LTC facility or hospital (Health Council of Canada, 2012; OECD, 2015) . This preference is reflected in recent policy shifts around the world toward home and community-based services for older adults. Such shifts have prompted a growing interest in adult day centers (ADCs) and other home and community-based services with an emphasis on prevention, health promotion, and functional capacity (Fields, Anderson, & Dabelko-Schoeny, 2014; Lang, Edwards, & Fleiszer, 2008) . The purpose of this study is to conduct a scoping review to identify and summarize key findings on ADCs, including the types of programs that exist and their associated outcomes on improving the health of older adults and their caregivers, and on strengthening health systems.
ADCs were created to prevent isolation, depression, and undue cognitive and physical decline among community dwelling older adults (Gutman, Milstein, Killam, Lewis, & Hollander, 1993) . They help older adults to live at home or in the community as long as possible, by providing a supportive, professionally staffed environment which attends to nutritional, daily living, and social needs of adults with functional limitations within a group setting during the day (Anderson, Dabelko-Schoeny, & Johnson, 2013; Fields et al., 2014) . ADC programs aid older individuals living with complex health needs by promoting general health and wellness, as well as addressing a wide range of more specific concerns of the attendees of the particular ADC program. ADC programs can be particularly important for supporting the well-being of people living with dementia or cognitive impairment. Furthermore, up to 20% of older adults attending ADC programs have chronic mental health issues, which many ADC programs target specifically in their model of care (Richardson, Dabelko, & Gregoire, 2008) .
ADCs also play a vital role in providing respite for the unpaid or informal caregivers of the elderly (referred to as "caregivers" for the remainder of the article). Caregivers are usually family members (spouses, partners, or children) or other individuals (friends or neighbors) who provide a majority of the care, reportedly worth $470 billion in the United States alone (Reinhard, Feinberg, Choula and Houser 2015) . Across OECD countries, on average, just under 15% of people 50 years of age and over provide care for a dependent relative or friend (OECD, 2015) . More than a quarter of caregivers of older adults also have employment responsibilities (Duxbury, Higgins, and Schroeder, 2009 ). Caregivers are likely to suffer work-related difficulties as most report having to take unpaid leave, rearrange their schedule at work, or decrease their hours to meet their responsibilities (Carmeli, 2014) . A study of large and medium-sized firms revealed that 26% of employees experience high levels of strain because of their caregiving responsibilities (Duxbury and Higgins, 2001) . Caregivers who provide four or more hours per week are more likely to reduce their hours at work, or turn down a promotion or job offer (Pyper, 2006) . Caregiving can also result in 'caregiver stress syndrome' due to the neglect of social activities and own health, as well as other family and household duties (Feinberg, Reinhard, Houser, & Choula, 2011) . Because the physical and psychological toll of caring for an older adult is considerable, up to 75% of family caregivers will develop psychological illnesses and 15-32% experience depression, keeping caregivers out of the workforce and reducing workplace productivity for extended periods of time (World Health Organization, 2012) . ADC programs can provide respite and support to caregivers, which, in turn, can support their work responsibilities (Gaugler & Zarit, 2001) . ADCs are often seen as filling the unmet needs of both recipients of ADC services and their caregivers.
In addition to providing benefits to participants and caregivers, ADC programs may also be beneficial for health systems. ADC programs may help prevent or delay the use of LTC (Fields et al., 2014; MetLife, 2010; Zarit et al., 2011) and hospital services (Gústafsdóttir, 2011a (Gústafsdóttir, , 2011b Jones et al., 2011; MetLife, 2010; Zarit et al., 2011) . ADC programs also contribute indirectly to health systems by supporting the needs of caregivers, who provide $25 billion of labor to the healthcare system each year (Hollander, Liu, & Chappell, 2009) . ADC programs could reduce the demand for other health services and resources, potentially addressing issues of capacity and wait-times. ADCs present many other health-system considerations related to governance models, financing and delivery arrangements, and implementation strategies.
ADC programs draw from many models, and may be community or hospital based, have a social or medical focus, or a combination of some of these features. ADC programs address a variety of needs for a large portion of the population. For these reasons, it is not surprising that there are discernible differences between the research focus of studies on ADC programs. In general, research involving ADC programs: (a) evaluates ADCs as standalone programs; (b) evaluates ADCs as part of a broader package of care; (c) evaluates interventions that are integrated into a pre-existing ADC program; and (d) samples research participants from ADC clients (but not evaluate ADCs or their associated components). Our scoping review focuses solely on the first of these categories, as we wanted to determine the potential benefits of ADCs, as a whole, and independent of other services. For the purposes of this study, ADCs are broadly understood as places where older adults can go for supervised social and physical activities during the day.
To date, existing literature on ADCs have reported positive impacts on community-dwelling seniors and their caregivers (Fields et al., 2014; Gaugler & Zarit, 2001 ) but this literature has not adequately differentiated between types of stand-alone ADC programs or provided a systematic examination of health-system benefits. Our work, therefore, sought to conceptually map and identify key gaps and findings from literature focused on ADCs, including the types of programs that exist and their associated outcomes on improving the health of participants and caregivers and strengthening health systems.
Design and Methods
We conducted a scoping review of the literature to conceptually map the literature and identify key gaps and findings from the available evidence. We determined this method to be the most appropriate, as scoping reviews are especially productive in complex areas of research that have not otherwise been subject to a comprehensive review (Mays, Roberts, & Popay, 2001 ). In particular, scoping reviews are helpful for mapping past research, identifying gaps in the literature, and disseminating key findings (Arksey & O'Malley, 2005; O'Brien et al., 2016) . Moreover, scoping reviews typically use a systematic yet iterative approach to searching, selecting, summarizing, and synthesizing existing knowledge (O'Brien et al., 2016) , and we adopted this type of approach in our methods.
Data Searches and Selection
We conducted a systematic search of literature about ADC programs through Medline, Embase, CINAHL, PsychINFO, and AgeLine (Supplementary File I). The search was designed to target older adults who used some form of ADC program. We tailored search terms for each database in consultation with a Research Librarian at McMaster University to ensure that terms were consistent across databases. The search terms we used were (a) "respite care" or "day care" and derivatives (ex: day center* or centre* or service* or care* or program* or programme), and (b) "senior" and derivatives (ex: older adult* or elder* or aged*). We assessed studies against the following inclusion criteria, requiring that studies: (a) were published in English; (b) evaluated the outcomes of stand-alone ADC programs; (c) were about ADC services that were provided to community dwelling seniors; and (d) were published between the years 2004 and 2014. Studies on the impacts of ADC programs on family caregivers, paid staff, or the health system were included if the ADC programs were provided to community dwelling seniors. We excluded conference abstracts if a full article was not found. At the time of the search (October, 2014), the coverage was 10 years (2004) (2005) (2006) (2007) (2008) (2009) (2010) (2011) (2012) (2013) and 8 months (January-October, 2014).
Data Extraction and Analysis
We extracted key findings using an iteratively developed extraction tool (Supplementary File II) . We developed the final data extraction form by consulting the research team, utilizing previous scoping review data extraction forms (M. G. Wilson, Lavis, & Guta, 2012) , and incorporating a taxonomy of health system arrangements (i.e., governance, financial, and delivery arrangement) and implementation strategies (Lavis et al., 2015) . We also pilot tested included studies against the extraction form. The major categories that guided the data extraction process were: (a) methods/ types of literature; (b) study population, disease and service focus, with an additional focus on clients with dementia, (c) outcomes of ADC use and related health outcomes, and (d) health systems considerations. Regarding the last element, we used the taxonomy developed for the Health Systems Evidence database by the McMaster Health Forum (Lavis et al., 2015) , where health system considerations are organized into four broad categories: governance arrangements, financial arrangements, delivery arrangements, and implementation strategies. Governance arrangements examine who makes decisions, how, using what types of frameworks, and on what terms, and encompass policy, organizational, commercial, and professional authority as well as stakeholder and consumer involvement in the decision-making processes about health systems. Financial arrangements related to policies for financing systems, how funding organizations, remunerating providers, purchasing products and services, and incentivizing consumers. Delivery arrangements include approaches to designing care to meet patient needs, who delivers care, where care is provided, and with what supports care is provided. Implementation strategies are approaches that support the changes needed during policy or programmatic implementation and be targeted to consumers, providers, or organizations. Final data extraction was done by one researcher (PD). The key themes were then identified through the extracted data.
Results

Study Characteristics
We identified 4,862 references through an initial search of electronic databases (Figure 1 ). After removing duplicates, 2,143 studies remained. Of these, 1,702 studies were excluded following a title screen and, based on the inclusion criteria, 353 were excluded after reviewing the abstracts. The full text of the remaining 88 studies was reviewed, and 12 studies were excluded because the ADC was not a stand-alone service.
The included studies (for a full reference list, please see Supplementary File III) consisted of 2 systematic reviews, 52 quantitative studies (including 1 RCT), 15 qualitative studies, 2 case studies, and 5 discussion papers. The vast majority of studies were conducted in high-income countries (n = 67; 88%), while 8 studies (11%) were conducted in low-and middle-income countries (LMICs), and one study did not report any country. Most studies were conducted in the United States (n = 37; 48.7%), followed by Israel (n = 6; 8%), Norway (n = 4; 5%), South Korea (n = 4, 5%), and the United Kingdom (n = 4, 5%).
Conceptual Mapping
Study population, disease focus, and service focus The majority of studies (n = 56; 73.7%) targeted care recipients, and some focused on caregivers (n = 18; 23.7%). About three quarters of included studies discussed particular characteristics and needs of ADC users, and a few studies (n = 6; 8%) discussed the future care needs of ADC users (see Table 1 for specific breakdown). Most studies focused on ADC programs as a service that provides social support and engagement for people receiving care, with medical care provision, activities of daily living, and respite being other common service focus areas. For example, Dabelko-Schoeny and King (2010) describe adult day services as a "communitybased care option that provides health, nutrition, and social services to older adults who need care" (p. 177). Conducting semi-structured interviews, their study identified "social connections with participants, empowering relationships with staff, and participation and enjoyment of activities and services" as the three main experiences reported by participants attending adult day services (p. 176). On a broader level, this review revealed that just under one-third of the studies (n = 24; 32%) focused on mental health and half of all studies (n = 39; 51%) focused on dementia. While in general, the characteristics of studies with a focus on dementia resembled those of studies that did not focus on dementia (Supplementary File IV), there were several noteworthy differences. Firstly, there was a higher percentage of included studies with a focus on dementia that targeted caregivers (30.8%) compared to studies that did not focus on dementia that targeted caregivers (16.2%). Not surprisingly, a focus on respite was also more common in studies focusing on dementia (51.3%) compared to studies not focused on dementia (27%). For instance, Mossello and colleagues (2008) compared behavioral and psychological outcomes and caregiver stress between 30 Italian patients with dementia attending ADCs and 30 patients who were matched for cognitive function and age receiving usual home care. Care burden (Caregiver Burden Inventory) was significantly decreased for caregivers in the ADC group, but not for caregivers in the home care group. However, there were no significant differences in depressive symptoms in caregivers between groups (Mossello et al., 2008) . None of the nondementia studies addressed disabilities, compared to 17.9% of dementia studies which did address disabilities. Dementiafocused studies were less likely to emphasize health promotion (7.7% vs 29.7%) and did not emphasize screening at all (0% vs 16.2%) when compared to studies that were not focused on dementia. For example, Woodhead and colleagues (2005) , in their study that is not focused on dementia, examined the effects of physical activity in ADCs as a health promotion intervention. Finally, consumer-targeted implementation strategies (strategies that aim to support the consumer such as information or education provision, behavior change support, skills and competencies development, personal support, communication, and decision-making facilitation) were discussed less often in studies focusing on dementia (5.1%) than in studies that did not focus on dementia (16.2%).
Key findings related to ADCs
We identified literature related to client and caregiver outcomes, access and utilization outcomes (Table 2) , and health system considerations.
Client and caregiver outcomes
There is a substantial amount of literature available on findings about ADCs in relation to a variety of outcomes, including psychological/behavioural outcomes (n = 26, 34%), health-related outcomes (n = 18, 24%), social outcomes (n = 13, 17%), and satisfaction for those receiving care (n = 3, 4%), caregivers (n = 1, 1%), and paid caregivers (n = 1, 1%). Generally, people receiving care (Carroll, Vetor, Holmes, & Supiano, 2005; Kim, Kim, Kim, & Kim, 2012) and caregivers (Madeo, Feld, & Spencer, 2008) , were highly satisfied with ADC services according to the analyses and conclusions reported by the authors of each study.
Access and utilization outcomes
Most studies measuring access outcomes (n = 14; 18%) examined participant characteristics and seven (9%) studies explored enabling factors or barriers for use and nonuse of ADCs. One Japanese study found that older adults were much less reluctant to use ADC services than home care services (Tsukada & Saito, 2006) . A study conducted in Israel found that respondents who did not use ADC services most often cited accessibility barriers, characteristics of both ADCs and participants, personal difficulties, and having no need for ADC services as reasons for nonuse (Iecovich & Biderman, 2012) . The same study found that those who used ADC services reported improved well-being, that their needs were met, that it reduced their caregivers' burden, and that it helped them establish social relationships. There is uncertainty regarding how care recipients and caregivers use ADCs. Two (3%) studies reported that those that used ADCs were more likely to be placed in LTC (Fields et al., 2014; McCann et al., 2005) . However, one study found that increased caregiver burden and severity of disease could not explain the increased risk of LTC placement, suggesting that other confounding variables related to caregiver preferences may account for such an association (McCann et al., 2005) . For instance, caregivers who used ADC services may have done so in preparing to transition to an LTC facility (Gaugler et al., 2003) . Studies have suggested that caregivers may enroll individuals receiving care in ADC programs closer to when they are ready to be enrolled in an LTC facility (Fields et al., 2014) . One study noted that ADCs might delay LTC placement, but only for individuals who utilized in-home help services earlier in the progress of dementia (Gaugler, Kane, Kane, & Newcomer, 2005) . The time to LTC placement for each person receiving care was also found to be dependent on what stage they were enrolled in ADC programs and by whom (Fields et al., 2014) . Delaying LTC placement may not be the only potential benefit of ADCs in terms of off-setting or supporting other health services. For example, persons with Alzheimer's disease demonstrated less cognitive decline in a day center setting compared to an LTC facility and there is some evidence that previous enrolment in ADCs may slow down cognitive decline in those patients who have transitioned into LTC facilities (R. S. Wilson et al., 2007) . However, very little literature exists on ADC and other health care utilization (Fields et al., 2014; Iecovich & Biderman, 2013) .
Health system considerations
The included studies revealed a number of health system considerations related to ADC programs that have been addressed in the literature, many of which target or directly involve ADC users. The health system considerations that were identified among the studies of ADCs included a focus on governance arrangements (n = 12; 16%), financial arrangements (n = 9; 12%), delivery arrangements (n = 25; 33%), and implementation strategies (n = 10; 13%). Governance considerations consisted of consumer and stakeholder involvement strategies (n = 9; 12%), organizational authority (n = 2; 3%), and policy authority (n = 1; 1%). Financial arrangement considerations focused on funding ADC organizations (n = 5; 7%) and the financing systems that support ADCs (n = 4; 5%). The MetLife National Study of Adult Day Services assessed the funding and financial profiles of ADCs in the United States and that ADCs can potentially reduce health system costs by increasing their capacity to provide comprehensive health care and manage chronic disease (Anderson et al., 2013) . However, only three (4%) studies measured costs of ADCs, and none measured the cost-effectiveness of ADCs as a stand-alone service. Delivery arrangement strategies addressed how care is designed to meet consumers' needs (n = 15; 20%), by whom care is provided (n = 5; 7%), where care is provided (n = 4; 5%), and with what supports is care provided (n = 1; 1%). The implementation strategies discussed were mostly targeted at the consumer level (n = 8; 11%), and two other studies discussed provider-targeted (n = 1; 1%) and organization-targeted (n = 1; 1%) strategies. Matsui and Capezuti (2008) focused on how care is designed to meet consumer needs by assessing the relationship between the extent to which ADC users perceived themselves as autonomous and their satisfaction with ADC services with a multiple linear regression model. This study also highlighted a consumer-targeted implementation strategy involving the dissemination of self-care resources to ADC users.
Five (7%) studies additionally made recommendations for outcomes to measure in future research. Health-related (n = 2, 3%), social (n = 1, 1%), psychological and behavioral (n = 2, 3%), cost (n = 2, 3%), cost-effectiveness (n = 1, 1%), and access (n = 1, 1%) outcomes were proposed for future evaluation. A qualitative study with ADC clients and their caregivers in Canada suggested that future research should examine how disciplinary and personal characteristics in ADC staff influence program costs (Molzahn, Gallagher, & McNulty, 2009 ).
Major Themes From the Conceptual Mapping
Several key themes emerged from the findings. ADC use has positive health-related, social, and psychological and behavioral outcomes for care recipients and caregivers. People receiving care and their caregivers report high satisfaction with ADC programs, but little is known about the experiences of paid providers. The majority of ADC programs act as social engagement and support services. There was a significant amount of research on ADCs that considered health system strategies, most of which targeted the consumer. These strategies chiefly involved tailored approaches to meet the needs of people receiving care, as well as strategies to facilitate consumer and stakeholder feedback and suggestions to guide program development. There are notable gaps in the literature regarding several findings: cost, the cost-effectiveness of and access to ADCs, and their role in relation to other health care services. There was also very little work conducted on ADCs in LMICs and on the outcomes and implications of specific ADC characteristics.
Discussion
Many of the studies identified in our scoping of the literature indicated that ADCs are associated with positive health-related, social, and psychological and behavioral benefits in people receiving care and for their caregivers. Also, both people receiving care and their caregivers have been found to be highly satisfied with ADC services. However, these findings will need to be explored in more depth through systematic reviews (as opposed to our initial scoping of the literature) that empirically assess the effects of different models on a range of relevant outcomes for the elderly and their caregivers.
In terms of the specific topics addressed in the literature we identified, dementia seems to be the most commonly studied subgroup, and studies about dementia tend to focus more on respite and caregivers. There is also a substantial amount of literature available on some ADC-use outcomes, such as health-related and satisfaction-related and psychological and behavioral outcomes, while less research exists on issues of accessibility and cost-effectiveness. Further insight into increased ADC use as a deterrent for LTC placement, social isolation, and further cognitive decline, is warranted since current research has demonstrated ambiguous results thus far. Overall, ADCs appear to offer varying services that can address health systems challenges such as providing appropriate care for the elderly, enabling them to age in place, while also providing low-cost services for a growing demographic group.
Strengths and Limitations
This study contributes to the existing literature by providing a conceptual map of the research on ADCs as standalone programs using a rigorous and transparent strategy, coding framework, and coding process. There are, however, some limitations. The search itself was quite broad, with five major databases reviewed. However, materials and research that were not published in peer-reviewed, academic journals-such as government or NGO documents-were not searched and could have provided some additional insights. Another limitation of this study is the lack of studies conducted in LMICs included for analysis. While it is likely that many LMICs have fewer or no ADC programs as a result of resource constraints, the decision to include only studies written in English may have contributed to the paucity of research literature on ADCs in LMICs. Furthermore, it should be noted that although the studies themselves evaluated the outcomes of ADCs as a stand-alone service, the outcomes are not necessarily attributable only to ADCs. It is likely that families would coordinate multiple services such as support groups, occupational therapy, physical therapy, and/or transportation. Lastly, the coding framework was only applied by one author (initials removed to allow for blinded peer-review) rather than by two independent coders, limiting the reliability of the results. While some of these methodological features are common in some scoping reviews, they still are limitations.
Future Research
This review has identified several opportunities for future research. For example, two categories of key outcomes of ADCs that are poorly understood are (a) the ability of ADCs to prevent or delay LTC placement and offset the use of other health care services by the participants and their caregivers and (b) the cost-effectiveness of ADC programs. The association between ADCs and delaying LTC placement is seemingly related, in large part, to individual caregiver preferences and proclivity to institutionalize (McCann et al., 2005) . This relationship may account for the fact that such studies have yielded mixed results and the empirical data demonstrating that ADCs increase risk of LTC placement could not be explained by the level of disease and caregiver burden (Fields et al., 2014; McCann et al., 2005) . As a result, future studies should try to account for caregiver demographic characteristics and preferences when comparing differences in time to LTC placement. Caregiver preferences also present interesting considerations about access to and use of ADC programs and the time to LTC placement. For example, certain caregivers may be less willing to seek out ADCs earlier, thereby limiting the potential benefits of ADC programs. A better understanding of the interactions between caregiver preferences, characteristics of people who receive care at the time of enrollment in ADCs, factors related to accessing ADCs, and time to LTC placement can help guide better research designs to fill some of the current knowledge gaps related to ADCs and other health care services.
The cost of ADCs may impact the availability of ADC programs and preferences of caregivers. Further research should be undertaken to examine the effects of publicly funded ADC programs compared to ADC programs that are paid for out-of-pocket. However, there is a need to take into account that some ADCs have private pay and publicly funded clients attending the same location. As a result, comparing ADCs that only accept private pay clients and ADCs that only provide services to publicly funded clients could exclude many ADC centers and therefore different models should be included and examined. There may also be differences in the way that ADC programs are accessed and utilized based on the payment model, and research in this area may clarify some of the accessibility and costeffectiveness issues raised earlier. For instance, if ADC programs are publicly funded, will caregivers use these services earlier when controlling for the age of the person receiving care, instrumental activities of daily living, and other applicable health-related indicators? If so, what impact does this have on the ability of ADC programs to delay or prevent LTC placement, and potentially offset costs in other parts of the health system?
The task of assessing the cost-effectiveness of ADC programs is equally intricate as there are many possible benefits to assess besides health and wellness benefits to people receiving care. Therefore, it will be important to focus future research initiatives on assessing the comprehensive cost, social, clinical, and economic benefit of ADC programs. Such initiatives should not only focus on ADC programs but on other health services, and would benefit from a focus on clients as well as others affected by ADC services such as families and caregivers. For example, ADC programs may bring economic value by improving the health and wellness of caregivers, enabling them to continue to work, and potentially offsetting other services. Accounting for differences between the short-and long-term cost-effectiveness and delayed cost-effectiveness is also an important consideration. Many important questions remain about ADCs and the interactions between user characteristics, access, delaying LTC placement, and cost-effectiveness. By bringing together an interdisciplinary team of researchers, such as those with expertise in ageing, health, economic, and labor market expertise these difficult research questions can be addressed.
ADC programs vary in the services they provide, the populations they serve and various other features that shape the context in which ADC services are delivered. The heterogeneity in types of ADC services has important consequences for future research designs, which should not only consider outcome differences among ADC programs and other services, but also between different types of ADC programs. Features of ADCs that may have important implications include the physical and social environments, the types of services delivered, and the qualifications and characteristics of staff and leadership. Studying these features may help illuminate some of the questions about costeffectiveness and time to LTC placement discussed above. Differentiating between the particular services offered by ADCs is especially important when pooling results, and systematic reviews of effects on ADC programs should consider forming discrete categories to focus their research and better contextualize the results. For example, it may be beneficial to separate ADC programs that focus on providing care to older adults with dementia from ADC programs that focus on social engagement and supportive care for older adults with higher levels of functioning. Lastly, it may be worthwhile to examine the outcomes of ADCs that are part of a broader package of care, and compare those outcomes to those of stand-alone ADCs.
Policy Implications
We are living in a time where the global population is aging. This change in demographics is generating a growing need for supports such as ADCs to help this population age in place and provide respite and support for caregivers who, in turn, can contribute to easing the overall economic burden. The flexibility of ADC programs could result in health-system benefits beyond the usual respite, social, and functional benefits for people receiving care often associated with ADCs. For example, consumer-targeted implementation strategies, such as providing care support education at ADC programs, are one way to extend the positive influence of ADCs. Self-care resources available in ADCs have been shown to improve perceived autonomy in people receiving care (Iecovich & Biderman, 2012) . Care management support and education programs for caregivers of persons with dementia can improve depressive symptoms, feelings of competence, and well-being (Gaugler et al., 2003; Zarit et al., 2011) .
As the population ages, policy-makers must carefully consider how ADC programs can best serve each user and their caregivers with their unique circumstances. Many ADCs look to target specific consumer needs, such as dementia and mental health, in their program designs. Some ADC programs have looked at ways of incorporating consumer and stakeholder involvement in guiding ADC program delivery. Some examples include having care recipients assess ADC services and provide feedback (Carroll et al., 2005) , inquiring about the satisfaction of caregivers providing care for participants of ADC programs (Madeo et al., 2008) , and asking adults approaching older age about their prospective needs for ADC programming (MaloneBeach & Langeland, 2011) . Furthermore, ensuring coordinated and continuous care is an issue facing all users of the health system, thus ADC programs can potentially assist in this struggle for their clients. This can be done either by incorporating a gerontologist or an advanced nurse practitioner as a contact person for periodic consultation and case discussion with the ADC program staff. Additionally, exploring the incorporation of case managers or patient navigators for seniors that usually require both social and clinical services and often experience multiple chronic illnesses, could further enhance the value of ADC programs. These are just some examples of how ADC programs can be utilized to further improve services provided to clients and the effectiveness of the health system. To fully assess the policy implications of ADCs, it is important to understand how ADC services can support or complement other services and how users and caregivers can be consulted to optimize ADC services.
Conclusion
Since 2004, there has been a substantial amount of research on ADCs as a stand-alone service. Differentiating between ADC programs can help determine which programs provide benefits, for whom, and under what circumstances. It is important to recognize that there are different needs for ADC programs. For example, frail and/or cognitively impaired older adults need a different kind of ADC program than someone who is cognitively impaired and physically healthy, and programs of care need to be tailored to address these differing needs. Implementing mechanisms to identify the needs of patients and families and providing access to appropriate care providers and programs (or supporting them in finding the most appropriate ADC programs) could strengthen the ability of ADC programs to improve the experience and health outcomes of the elderly patients and families they serve. ADCs have the potential to help shape health system interventions, especially those targeting caregivers and people requiring LTC support.
